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471-000-205 Form MC-9HA , "Prior Authorization Document for Hearing Aids" and Completion
Instructions
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Form MC-HA Instructions for Completion

Use: Form MC-3HA is used 1o prior authonze payment for heering aids as required by the Nebraska Medicoid Program (471 MaC: 8-000).
Copy this form for office use. Incomplete forms. wall be refumed.

Prior suthortation may also be requested and issued using the standard efecronic Health Core Services Review - Aequest for Feview and
Aesponse ransaction [ASC X 120 278). For insiructions, see 47 1-000-50 Standard Electronic Transactions.

Completion: Providers sholl complets Form MC-3HA as foliows:

1. CLIENT MEDICAID NUMBER: Enter the clisnt's eleven-digit Nebraska Medicaid identification number.
CLIENT HAME: Enter the cliznt’s full name.

2. HEARING AID HEPENSER MPL: Enter the 10 digit Nasonal Provider Identifier (NP1} of the hearing asid dispenser.
TAXOHNOMY: Enter the 10 digin Taxonomy code of the heanng aid dispenser.

BUSINESS HAME AND ADDREES: Enter the hearing aid dispenser's business name, sinsst nddress, city, stabe and the complele B digit
zip code. The suthorason wil be returned o the business name and address lsied.

PHOME NUMEER: Enter the phons numbsr at which the person requesting authorization may be contacted.
4. SERVICEE TO BE AUTHORIZED: A moxmumn of four services can be requested on each prior authonzation reguest. For each fiem or
service requessied, enter the information listed below:
Code: Enier the procedurs code. See 471-000-508 for procedure codes used by Msbmskn Medicaid.
Modifier: Enber the procedure code modifier, i applicable.
Description of Service: Enber the description of the item requesied.
Amount: Enter "IC” for items paid ot imwsice cosl. Emler $he dispenser's changes for other ilems requested with imvoice of estimabed oost.
4. PHYSICIAN MAME: Enter the name of the physician that signed the DM-BH, "Physicion’s Report on Hearing Loss”.
PHYSICIAN MPL: Enter the 10 digit Nasonal Provider |dentier (NP1} of the physician that signed form D&-EH.
5 KCO-8-CM DIAGHOEIS CODE: Enter “383E°,

6 ADDITIOMAL INFORMATION: Use this section to prowide additional information, if necessary.

Do not complste Fiedds. 7 and B. These sections will be completed by Medicaid staff.

Distribution: The haanng aid desfer afinches the completed Form D-5H, "Physican’s Report on Heaning Loss”™ to the completed Form MC-SHA
and submits o Department of Health and Human Services, Division of Medicaid and Long-Term Care, P10, Box B5026, Linooln, NE 83508-5126.
i the services are authorized, Medicaid Division staff will sign and date Form MC-8Ha& and rebsm one copy fo the heanng aid dispenser.

i the services ans denied, Medicaid Division siaff will note the denial on Form MC-8HA and retum one copy tothe: hearing aid dispersar. Denials

may be appenl in writng within B0 doys of the denial date by addressing o lefier fo the Direcior of Medicaid and Long-Term Cane requestng o
fearing and siating the basis for appeal.



